citation strategies, to the management of non-traumatic colon perforations or the recent advances in massive transfusion: all have been driven by an evidence base generated by trauma surgeons.
In stark comparison to this highly developed system of trauma care, the provision of emergency nontrauma surgical care remains a major problem in this country. Emergency surgical care in general has always been an after thought.
Surgeons in general do not "specialize" in this field. In fact, provision of emergency surgical care is considered by many to be a burden rather than one's area of expertise, cutting into their ability to plan more important elective work. Consequently, there has been no impetus to develop clinical standards or professional accreditation guidelines, there are no dedicated association meetings or research symposia, no patient or outcomes databases, journals or any overarching system in place to monitor the quality of the care being delivered. The direct result of this is that the care that is being provided may in fact be less than optimal (7, 8) .
Even more alarming is the fact that this void of emergency surgical care will predictably worsen over the next decade given several untimely converging factors. The United States is facing a physician shortage precipitated in part by miscalculated future physician needs by several national advisory groups, including the Institute of Medicine and the Council on Graduate Medical Education (9, 10). Between 1980 and 2005, medical school enrollment remained static while the U.S. population grew by more than 70 million. Between 1985 and 2006, the percentage of physicians 55 years and older rose from 27% to 34%, and the Association of American Medical Colleges predicted in a 2006 report that roughly 250,000 active physicians from this group will retire by the year 2020 (11) .
As access to surgical care in general becomes more limited, access to a high standard of emergency surgical care in particular has become inadequate in many regions. In general, surgeons with established elective practices take emergency general surgery calls Over the past several decades, the vast majority of trauma care in the U.S. has been provided within the framework of a highly organized trauma system. As a direct response to the deficiencies pointed out in the publication "Accidental death and disability: The neglected disease" (1) by the National Academy of Sciences, this constantly evolving system has been demonstrated to impact mortality, in particular for those that are most critically injured (2). A landmark study based on national outcomes data demonstrated that care provided within a trauma center was associated with a 25% decrease in the overall risk of death when compared to non-trauma centers (3). The foundation for this success is the system that is in place to care for these injured patients. From the American College of Surgeon Trauma Center Verification program (4, 5) to the care provided by the individual trauma surgeon on the ground, incorporating all of the best evidence based practices for optimizing the care of the injured patient, trauma surgery has evolved into a highly specialized practice.
Contemporary trauma care, along with critical care as one of its essential elements, is now a well recognized field of specialization. It has its own representative professional association, annual meetings, its own specialty journals, and a national database tracking injury demographics and outcomes. The research conducted in this field has generated widely applicable results that have impacted the practice of all surgeons, even those who do not care for injured patients. Recent advances in areas spanning the spectrum from damage control (6) and optimizing resus-either as a contractual obligation to the hospital or as a means of supplementing their income. The reality is that few surgeons relish that phone call in the middle of the night about crashing patients with abdominal catastrophes, especially when faced with a full schedule of clinical activities the following day (12) . To compound the problem, it is also estimated that nearly 80% of U.S. general surgery graduates pursue subspecialty training, most of whom do not plan on practicing emergency general surgery (13) . Logistically, even if they did, the rapid assessment and treatment, that for a trauma patient is taken for granted, may not occur due to the lack of standards and a system to facilitate care delivery to these non-trauma patients. It becomes disturbingly apparent that this convergence of factors will culminate in a critical lack of access and suboptimal care that will adversely impact those patients with non-traumatic surgical emergencies.
A natural solution is to expand the domain of trauma and surgical critical care surgeons to encompass general surgical emergencies. These trauma surgeons are able to provide an immediate response with a skill set and mindset that is fully capable of managing all non-trauma surgical emergencies. Fundamentally, non-trauma surgical emergencies and the management of the critically ill trauma patient share many common principles. Both patient populations lack the luxury of a leisurely workup before lifesaving decisions are made, they are both acutely ill which makes resuscitation and perioperative optimization highly challenging; the goals of operative intervention are similar; the post operative care is complicated by similar complication profiles, and the perioperative period is critical care intensive. Logistically, the case loads are complementary with the emergency surgical cases often filling the daytime hours followed by an increase in trauma volumes throughout the evening and overnight. This is a merger that appears beneficial at many levels and may ultimately improve patient access to quality care by utilizing the existing infrastructure in place within trauma systems. This new subspecialty including trauma, emergency surgery and surgical critical care is known as Acute Care Surgery (ACS). This is a solution that should be acceptable to all stakeholders. The surgical subspecialists will be largely alleviated from obligatory emergency calls that are understandably distractive to an elective practice and trauma surgeons will benefit from the increased operative volume and enhanced scope of practice.
For trauma surgeons, this enhanced scope of practice has never been as important as it is today and may be critical for addressing one of the most pressing contemporary concerns for the field by attracting new trainees. Whereas the care being provided will likely be optimized, there are numerous questions remaining regarding the sustainability of those surgeons who provide it. The declining interest in pursuing trauma as a career by U.S. surgical graduates is well documented in the literature (10, 14) . Only 32 out of 82 (40%) surgical critical care fellowship programs were filled in the 2010 National Resident Matching Program (NRMP) subspecialty match (15). A recent survey conducted by the American College of Surgeons concluded that 38% of the U.S. population might not be covered by a statewide trauma system (16). This problem is likely to worsen based on the prediction that 1500 trauma surgeon positions will be unfilled by 2012 (10) . Considering trauma is the leading cause of death among those under the age of 45, this lack of access is a full-blown health care crisis. One of the most frequently quoted rationales for this alarming trend is decreasing operative volume (14) . In a recent survey of members of the major U.S. trauma associations, the median number of cases performed by trauma surgeons was only 50, which may continue to decline even further with an increase in the non-operative approach to many injuries that were once managed operatively (20) . The addition of emergency general surgery into a trauma practice will allow for both increased variety and operative volume. Since our own institution, the Los Angeles County-University of Southern California Medical Center (LAC-USC) adopted an ACS model, our operative volume has increased by 3.6 fold over the past 6 months, with 72% of the total case load comprised of emergency general surgical operations.
The issue of lifestyle is also prominent among the desires and expectations of our current generation of surgeons (17, 18) . The practice of trauma and surgical critical care has to continue to evolve toward a teambased model that is more conducive to a predictable and balanced lifestyle. Where this is feasible, patients will no longer be "owned" by a single surgeon, but rather, continuity of care will be the responsibility of the team as a whole. This is ultimately to the benefit of the patient in having around the clock care at the highest of standards by well rested surgeons, all of whom know the patient well. This is also of mutual benefit to the surgeons taking care of these patients in preventing early burn-out. This change in practice paradigm is not intended as a response to the lifestyle demands of the current generation of trainees, but is rather one option for the design of a practice that is beneficial for both patient and surgeon. The goal, as described by Jurkovich, is not to create a "hospitalist to take care of the patients of other physicians during undesirable hours; rather,….the most experienced surgeon for most circumstances…a resource for the entire medical staff" (19) .
From a work satisfaction point of view, ACS therefore provides an excellent practice model that optimizes lifestyle while offering an expanded, more diversified operative case load. This is an improvement from its parent model of trauma and surgical critical care, and may increase the number of qualified trainees pursuing this subspecialty. In the survey of the AAST, EAST and WTA (20) , the majority of the respondents (88%) felt that the discipline warranted change, and this is where the future lies.
Our current perception of Acute Care Surgery as a practice paradigm can be traced back to the work of the AAST and ACS-COT. In August 2003, representatives from the American Surgical Association Blue Ribbon Panel, the American Board of Surgery, the American College of Surgeons division of education, the Surgical Residency Review Committee, the American Association of Program Directors, the Eastern Association for the Surgery of Trauma and Western Trauma Associations, the Society of Critical Care Medicine, and the American Trauma Society met to create a path for the future of ACS as a specialty (21) . Designed to fill a void, the Acute Care Surgery model would provide emergent surgical care through a financially viable arrangement while rejuvenating the specialty and maintaining an acceptable lifestyle. Over the past 7 years, the partnership between the AAST and ACS-COT has led to the development of a formal training curriculum (22) and an assessment tool which is currently being validated. As of 2010, six ACS programs have been accredited. Several textbooks have also been published with the aim of supporting and standardizing the academic content of this new specialty (23, 24) .
Specific components of the current ACS curriculum have been subject to much debate due to perceived intrusions into other fiercely protected specialties, such as orthopedics and neurosurgery (25) (26) (27) . The politics of medicine as well as legitimate concerns over liability and the adequacy of exposure during training are likely to preclude inclusion of learning objectives such as the insertion of emergency intracranial pressure monitoring devices or the application of external fixators into the ACS curriculum. With exceptions such as these however, there is broad agreement as to the necessity of the other general components of the ACS training program.
ACS training is currently designed as a 2-year fellowship in addition to a standardized general surgery residency. However, as spearheaded by vascular and cardiothoracic surgery, there is a movement to shorten surgical training by incorporating fellowships into a predetermined early subspecialty tract. It is conceivable that the U.S. surgical training paradigm will completely shift to early subspecialization, both in response to concerns over long training periods and the subspecialized practices where surgeons utilize only a fraction of the skills gained during their general surgery training. Acute Care Surgery, by virtue of its training objectives, can easily flex to take advantage of either training stream.
Looking forward to the future, Acute Care Surgery is a solution that addresses the current deficiencies present across this country in the provision of the highest standard of emergent surgical care. This new subspecialty will be invigorated by the expanded operative caseload, team based approach to patient care and its direct impact on surgeon lifestyle, all of which are hoped to increase the recruitment of the best and brightest residents into this sustainable new specialty. Most importantly, utilizing the professional framework developed over the last several decades by the specialty of trauma and critical care, this evolution in the provision of emergency surgical care will directly benefit those patients that require it most.
